At the time of this writing, the novel coronavirus disease (COVID‐19) has infected over 13 million individuals worldwide, with over 3.4 million infected in the United States (US). The highly infectious virus has claimed over 137,000 US lives and this number increases daily. While COVID‐19 does not discriminate, data illuminate an eerily familiar pattern of disproportionate infection and mortality among communities of color. According to the Centers for Disease Control and Prevention ([2020](#nur22056-bib-0001){ref-type="ref"}), national data on confirmed coronavirus cases by race and ethnicity as of April 17, 2020 indicated that despite Blacks accounting for 13% of the US population, they accounted for 34% of COVID‐19 confirmed cases. Data quickly emerged revealing alarming disparities among COVID‐19 mortality with Blacks dying at a rate of 2--3 times their proportion of the population. This disparate mortality is seen among 32 states, including those in the region served by the Southern Nursing Research Society (Johns Hopkins University & Medicine Coronavirus Resource Center, [2020](#nur22056-bib-0003){ref-type="ref"}). For example, Blacks represent 27% of the population of Alabama and 46% of COVID‐19 deaths, Georgia 31% and 49%, and Kentucky; 8% and 17%(the COVID Project at the Atlantic, n.d.).

The reasons for high infection rates and mortality are complex and multifactorial, and deeply rooted in existing US social inequities. Data indicate that Blacks are overrepresented in "essential workers," therefore are more likely than others to be exposed to COVID‐19 while working in settings such as plants, groceries, gas stations, and the transportation industry. Additional factors that increase COVID‐19 exposure among Blacks is that they are more likely to rely on public transportation and live in impoverished environments that are not amenable to social distancing. Lastly, rigorous data confirm that Blacks carry a persistent, disproportionate burden of comorbid conditions, for example, obesity, cardiovascular disease, and diabetes, which combined with well‐documented challenges to adequate healthcare access, provides further insight into disparities in COVID‐19 complications and mortality (the COVID Project at the Atlantic, n.d.).

COVID‐19 infection and mortality glaringly confirm for us the profound nature of the social determinants of health (SDOH). In essence, these social and demographic characteristics describe the intersectionality of economics, education, employment, and environment on human health. Research indicates that the SDOH, defined as the environments where people play, work, and live, account for up to 80% of health risk (Singh et al., [2017](#nur22056-bib-0004){ref-type="ref"}). The racial/ethnic disparities of COVID‐19 illuminate for us how social and economic inequities have real and often dire health consequences. For Black Americans, the SDOH are further undergirded by the prevailing lived experience of systemic US racism contributing to the recurring health inequities experienced during global pandemics.

Nursing is the most trusted health profession; the backbone of the healthcare industry and at the frontlines of COVID‐19 care. As such, we are well positioned to lead efforts that address these social and health inequities. Given that inequities are partly a result of social injustices, many of which have recently been laid bare in our nation, a social justice approach is proposed to address them. As nurse scientists, our high‐level social conscious compels us to serve as patient advocates; therefore, we must strongly advocate for improved public policies to increase access to healthcare and protective policies for essential workers. Furthermore, given that it is clear that Blacks are more vulnerable to COVID‐19 mortality than others, once a vaccine becomes available, we must ensure that public health interventions are in place to provide vaccine access and appropriate messaging developed to foster vaccination uptake where they are most equitably needed among this high‐risk population.

To address the persistent disparities in obesity, diabetes, cancer, and other health conditions, we must also promote the implementation of culturally adapted behavioral interventions. Given the historical research atrocities against Blacks, social injustice and the repeated police killings that gave rise to civil unrest following the death of George Floyd---an unarmed Black man killed by Minneapolis police officers and countless others---to gain trust, with marginalized communities our interactions must be sincere, strategic, and sustaining. Moreover, the use of tested approaches that empower participants is encouraged. Community‐Based Participatory Action Research (CBPAR) is an effective collaborative research methodology to empower marginalized communities to take action to improve their health status (Ivankova, [2015](#nur22056-bib-0002){ref-type="ref"}). CBPAR involves the community from project conception through dissemination; however, CBPAR is distinct in that its applied research approach seeks to change the underlying systemic issues that are critical to the community and embraces transformative strategies to effect sustained social change.

Lastly, nursing must continue to strive for diversity among our profession and ensure that the research portfolios of institutions are inclusive of the diverse populations represented in our respective states. In closing, the global COVID‐19 pandemic has illuminated the health impact of deeply rooted social inequities in the US. Coupled with the global civil unrest related to police brutality in the US, the collision of these two events provides a rare opportunity to simultaneously advance science and social justice in a manner that promotes health equity.
